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An isolated true aneurysm of the upper extremity,
especially of the palmar arch, is extremely rare. We
report the case of a 45-year-old man who presented
with an isolated palmar arch aneurysm due to repeti-
tious blunt trauma without BehcËet's syndrome, and
review the literature.
Case Report
A 45-year-old-male patient was admitted to our clinic
with a gradually enlarging pulsatile mass in his right
palm between the bases of the third and fourth meta-
carpals. There was no history of thrombophlebitis or
oral/genital ulceration. He said that he used to break
hazelnuts with the palm of his right hand. The patient
did not give a recent history of fever. Clinical
examination and pathological tests for uveitis were
negative. Transthoracic two-dimensional echocardio-
graphy was normal. Digital substraction angiography
(DSA) showed an isolated aneurysm with three
branches located between the third and fourth meta-
carpals of the right hand (Fig. 1). The rest of the arter-
ial tree in the right arm and (proximally) the right
subclavian artery were normal. He was checked with
MR angiography for a possible cerebral aneurysm, but
this test too was negative. The patient was assessed
for the need for vascular reconstruction using pulse
oximetry and surgery commenced. The proximal and
distal branches of the aneurysm were ligated and the Fig. 1. Digital substraction angiogram of the patient showing
the normal arterial structure of the right arm, an aneurysm originat-
ing from the superficial palmar arch and located between the
third and fourth metacarpals. White arrow heads show its branches
(A: Aneurysm).
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Fig. 2. Macroscopic view of the resected mass (2 1.5 1 cm).
As Isolated Palmar Arch Aneurysm 87pulsating mass was completely resected (Fig. 2).
Histopathology revealed the resected mass to be a
true aneurysm. We concluded that this was an isolated
true distal artery aneurysm, possibly due to trauma.
The postoperative period was uneventful, and he was
discharged on the first postoperative day. On follow-
up over 3 months, no evidence of recurrent aneurysm
formation or ischemia of the fingers was seen.
Discussion
Isolated distal arterial lesions still remain problematic
as far as classification and differential diagnosis are
concerned. Hypothenar hammer syndrome which iscaused by the occlusion of the ulnar artery at the level
of the hamate bone due to repetitive trauma to the
hypothenar eminence is the most frequently reported
syndrome associated with these rare lesions.1 In this
sydrome direct chronic damage to the vessel wall
results in thrombotic occlusion of the ulnar artery
and superficial palmar arch aneurysms.
BehcËet's syndrome, which is mainly a vasculitis, can
cause aneurysms due to inflammatory arterial wall
injury. Distal artery aneurysms are also very rarely
seen as a consequence of this condition.
Infection is the other rarely seen cause of distal
arterial lesions. Although mycotic aneurysms are
infrequent complication of endocarditis, in these
patients an acute bacterial endocarditis may be diag-
nosed by echocardiography and blood cultures.2 Sur-
gery is the choice of treatment after intensive and
careful investigation for other distal artery lesions.
Intra-operatively the need for arterial reconstruction
should be carefully considered.
In this paper, we present an isolated palmar arch
aneurysm following repetitious blunt trauma,
responding well to surgery.
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